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L Introduction 



In the summer cf 1966, health care costs were rising at twice the rate of 
overall prices; informed predictions suggested that the health industry 
would become the nation’s laigest employer by 1975; the national health 
bill aproached fifty billion dollars; and there was widespread discontent 
with the unavailability of professional health services, despite greater 
numbers of health workers and moie medical facilities than ever before. 
Against this background, the nation faced the task of implementing Medi- 
care and Medicaid, the most agnificant health care legislation in U.S. 
history. To assist him in responding to these challenges, the President 
established the National Advisory Commission on Health Manpower to 
“develop appropriate recommendations for action by government or by 
private institutions, organizations, or individuals for improving the avail- 
ability and utilization of health manpower.” 

Very early in the Commission work, it became clear that our study of 
health manpower must be concerned with more than total numbers of 
personnel. Although adequate numbers are important, they are only one 
of the requirements for providing acceptable health care to all segments 
of our population. The adequacy of health services depends as much upon 
the organization of health personnel and their combination with other 
resources as it does upon their numbers alone. 

We also came face to face with a paradox. On one hand, the numbers 
of physicians, hospital beds, and health services per person are generally 
equal to or greater than they were 30 years ago; research has vastly expanded 
medical knowledge; and the growth of private and public health insurance 
programs, along with Government support for the needy, have greatly 
reduced financial barriers to care. On the other hand, despite this apparently 
improved situation, there is widespread and serious talk of a health crisis 
in the country, a crisis which is believed to be upon us now or just around 
the comer. The indicators of such a crisis are evident to us as Commission 
members and private citizens: long delays to see a physician for routine 
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care; lengthy periods spent in the w<dl-named “waiting room,” and then 
hurried and sometimes impersonal attention in a limited appointment time; 
difficulty in obtaining care on nights and weekends, except through hospital 
emergency rooms; unavailability of beds in one hospital while some beds 
are empty in another; reduction of hospital services because of a lack of 
nurses; needless duplication of certain sophisticated services in the same 
community; uneven distribution of care, as indicated by the health statistics 
of the rural poor, urban ghetto dwellers, migrant workers, and other mi- 
nority groups, which occasionally resemble the health statistics of a de- 
veloping country; obsolete hospitals in our major cities; costs rising sharply 
from levels that already prohibit care for some and create major financial 
burdens for many more. 

There is a crisis in American health care. The intuition of the average 
citizen has foundation in fact. He senses the contradiction of increasing em- 
ployment of health manpower and decreasing personal attention to patients. 
The crisis, however, is not simply one of numbers. It is true that substantially 
increased numbers of health manpower will be needed over time. But if 
additional personnel are employed in the present manner and within the 
present patterns and “systems” of care, they will not avert, or even perhaps 
alleviate, the crisis. Unless we improve the system through which health care 
is provided, care will continue to become less satisfactory, even though there 
are massive increases in cost and in numbers of health ^ nnel. This report 

therefore deals "rimarily with what can and should be done now — ^by uring 
present health professionals and facilities more efficiently — ^so that the avail- 
ability and quality of health care will meet the needs of all citizens, the cost 
of the care will be kept within reasonable bounds, and our plans for the 
future will be formulated wisely. 

Our attention has been directed mainly at the present system of medical 
care, in the country. The word, “system”, is a convenient one for our nur- 
ptoses, but we recognize that it is inaccurate if it implies the existence of an 
organized, coordinated, planned undertaking. The practice of medicine is 
very old indeed, and its present shapes display its ancient beginnings and its 
slow and evolutionary development As recently as the early years of this 
century, medical knowledge was so limited that an indmdual ph^ician 
could treat most illnesses for which treatment was available, and a single 
practitioner frequently cared for several generations of the same family. 
Care was usually provided in the patient’s home or the doctor’s office; hos- 
pitals were reserved for the mortally ill or the indigent. 

Since World War II, medicine has imdeigone radical change. Continuous 
care from a single physician has become increasingly rare; almost all new 
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practitioners are specialists and are supported by a variety of skilled per- 
sonnel; medical services are fragmented by disease categories and methods 
of payment; the place of care is moving steadily from the home to the phy- 
sician’s office and, increasingly, to the hospital. Medicine has participated 
in the general explosion of science and technology, and possesses cures and 
preventives that could not have been predicted even a decade ago. But the 
organization of health services has not kept pace with advances in medical 
science or with changes in society itself. Medical care in the United States 
is more a collection of bits and pieces (with overlapping, duplication, gr^t 
gaps, high costs, and wasted effort), than an integrated system in which 
needs and efforts are closely related. 

Less than perfect use of resources is, of course, not unique to health. Yet 
in our opinion, the organizaticHi of health care has been less responsive to 
rapidly changing national needs than have many other aspects of society, 
and unless major changes are accomplished more quickly than has ever been 
possible in the past, a more serious “crisis” ynll be inevitable. 

Our emphasis throughout our deliberations and in this document has 
been to put the needs of the patient first. Our recommendations for improv- 
ing access to the medical care system, assuring high quality care, and con- 
trolling costs are all in keeping with this philosophy. Where choices have 
to be made between conflicting interests, some hardship is always involved. 
In such cases, we have chosen to put the burden on the health professional, 
not on the patient 

Because the present system channels manpower into inefficient and inap- 
propriate activities, added numbers by themselves cannot be expected to 
bring much im provement. Furthermore, the additional numbers for which 
plans must be made can be soundly determined only after we reshape our 
system of health care. At first blush, this might sound as if we are about to 
propose the creation of a master Federal Plan for national health care. Not 
so. We are convinced that just as it is true for so many of our nation’s gravest 
difficulties, government alone is not big enough to solve the problems 
of health care for the American people. For all its great size, the capabilities 
of the Federal Government, even when united with state and local govern- 
ments, are small compared with the combined resources and experience of 
the private sector. These include the professions, voluntary agencies, re- 
ligious and educational institutions, hospitals, organized labor, business and 
industry, and concerned citizens. Our recommendations require that the 
resources of each of these very powerful forces be applied to reshape effec- 
tively the health care system. 
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In reviewing our recommendations, we are reassured to find that we are 
not calling for vast additional Federal expenditures, but rather for Federal 
support of research and pilot projects relating to the system and its reforma- 
tion. Nor are we calling for massive Federal regulation of the quality and 
costs of medical care. Instead, we believe that they can be controlled most 
effectively by a judicious combination of peer groups with governmental 
agencies, and by the use of incentives to encourage improvement of quality, 
greater efficiency, and reduction of costs. Within the limits of what is known 
and can be accomplished today, we see a very clear opportunity simul- 
taneously to improve the quality, to spread the availability, to control the 
rise in cost, and to provide the capital needed for adequate medical^care 
facilities in the future. 

But if our recommendations have merit and timeliness, how are they to 
be implemented? We hope that government, universities, the health pro- 
fessions, hospitals, private insurance carriers, and prepayment plans will 
give attention to our findings and act where it is appropriate. Voluntary 
acceptance of responsibility is always the most effective, and this is what we 
recommend. But time, is short. Unless action is taken soon, health prob- 
lems — ^like the problems of our neglected urban centers — ^may no longer be 
controlled. A boulder teetering at the top of a cliff can be steadied with a few 
strategically placed stones, but once rolling it caimot be stopped until it has 
run its damaging course. 

The leadership of the Federal Government should make clear to each 
segment of society the nature and urgency of the problem, and assist each 
group in responding to the particular need which it is best fitted to serve. 
Such an undertaking, if accomplished successfully, will involve a creative 
partnership of public and private enterprises, and might even become a 
useful model for progress in other fields. 

One overall caution: our conclusions and recommendations are neces- 
sarily qualified because of our inability to obtain truly adequate data on 
the medical care system from existing sources. While the “information ex- 
plosion” has developed out of the expanded use of computers and automated 
procedures, the health industry, in government as well as out, has been too 
little affected by these innovations. As a result, there is a serious lack of 
the consistent and comprehensive statistical information that is required for 
rational analysis and planning, despite a surfeit of numbers about health. 
In our recommendations, therefore, we have tried not to go beyond what 
seems reasonably supported by the available figures, confirmed by our 
own collective judgment. A more detailed and specific report would have 
resulted from better information. 
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Any recommendations for change will have some disadvantages. Ouis 
are no exception, but this should not disqualify them from consideration. 
Antagonists of change point to anticipated drawbacks while ignoring faults 
in the present way of doing things. But proposed changes should be evaluated 
against the old system that they are designed to correct, not against some 
nonexistent ideal. We hope that our general recommendations and sug- 
gestions will be a useful contribution and, by provoking constructive in- 
quiry and discussion, will result in solid improvements in health care. 



II. Health Manpower and Health Services 

in the Future 



Present trends indicate that in the coming decade the growth of health 
services^ will far outpace the growth of population. At the same time, the 
“physician shortage” will in all probability continue to worsen, "niese 
seemingly contradictory predictions epitomize the paradoxical trends evident 
in the health services sector. To understand them it is necessai^ to Iwk 
beyond the volume of services and to examine the nature and distribution 

of available care. 

Such an examination reveals that, despite remarkable growth m the scope 
and quantity of services provided, critical shorties continue to exist in a 
variety of forms. There is inadequate health care for the disadvMtaged.^^ 
There are shortages of entry points for the patient into the medial care 
system, and of personal contact with a physician who usually provides this 
entry. Once in the system, the patient may fail to receive the personal, 
conaderate attention which is so important to the sick and frightened. 

In part, these shortages are directly related to inadequate supplies oi 
skilled health personnel. But they are also related to the way in which health 
personnel are organized (or unorganized) to provide medical care. As 
indicated in later parts of this section, we believe that me^ures to increase 
the supply of health manpower are necessary; but we believe that changes 
in the health care system are equally essential and that, until such ch^ges 
are made, it will not be possible to meet demands for care or to estimate 
the need for additional manpower in the future. 



A. Trends in the Supply of Health Services 



Most reports on health manpower have estimated the adequacy of future 
health care on the basis of predicted ratios of physicians and dentists to 



1 Care by health professionals and ancillary personnel, diagnostic and therapeutic 

laboratory procedures, hospital care, etc. ^ 

2 Disadvantaged for any reason, including poverty, race, geographic isolation, age. 



- etc. 
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population.^ The shortcomings of this approach are apparent when past 
increases in the proviaon of health services are compared with increases 
in these two professions. Wliile the numbers of physicians and dentists 
have grown at approximately the same rate as population in recent decades, 
the volume of medical and dental services has increased far more rapidly 
as a result of the growing contribution of other health personnel, hospital 
services, medical and dental laboratories, and the industrial and techno- 
logical components of society. 

Physicians and dentists remsun the indispensable central providers of 
health care but, as Figures 1-3 show, they are being assisted by rapidly 
increasing numbers of complementary personnel."* * F rom 1955 to 1965, while 
the population increased 17 percent and the number of active physicians 
increased 22 percent, professional nurses in practice increased 44 percent, 
rostered X-ray technologists increased 56 percent, and clinical laboratory 
personnel increased 70 percent. In the same period, dentists increased 13 
percent, but the number of dental assistants rose by 32 percent and dental 
hygienists by 54 percent. 

The growing assistance provided to physicians and dentists has had a 
major impact oh the supply of health services, as shown in Figures 4 and 5.® 
While physicians in private practice increased 12 percent between 1955 and 
1965, “physician-directed” services ® rose by 81 percent This increase in 
services has resulted from more use of staff assistance, more laboratory pro- 
cedures, and the upgrading of physicians’ personal services because of 
increased specialization. Thus, the increase has resulted primarily from more 
services provided to the patient per visit to the physician rather than increases 
in the number of "visits. During this same period, other health services also 
increased rapidly — hospital services by 65 percent, and services provided 
under the direction of dentists by 47 percent. Since the population incr^ 
was only 17 percent, there was a substantial per capita rise in the availability 
and use of health services. This recent rapid expansion of health services can 
be expected to continue through 1975. 

* See Appendix VI, Volume II, “Major Studies of Manpower Requirements for 
Health Services, 1930-1965.” 

*For details on health manpower trends, see also Appendix I, Tables 1 and 2. 

* The increases shown in the figures, as well as those cited in the text, represent 
estimates in the rise of the “real” value of the services considered, after eliminating 
the influence of health care price increases. See note to Figure 4. 

* Physician-directed services are all services billed to patients by private physicians. 
They include not only the personal services of physicians but those of their staffs and 
of laboratories that provide them with assistance. 

Although there are some obvious shortcomings of the price index used to deflate 
dollar figures that result in the 81 percent estimate, there seems little doubt that the 
rise in output of physician-directed services was large relative to the increase in the 
number of physicians. 
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Figure 1. — ^Trends in the Supply of Medical Manpower | 

* Practical Nunes in Practice and Employed Aides, Orderlies and Attendants. | 

f ‘ 

Note: See Appendix I, Table 1 for detiuls and sources. t 
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Persons 




Figure 2. — ^Trends in the Supply of Dental Manpower 
^Dental Hygienists (active) , Dental Assistants (employed), and Dental Laboratory 
Technicians (employed). 

Note: See Appendix I, Table 1 for details and sources. 
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Figure 3. — Percentage Increases From 1955-1965 in Population and 

Health Manpower 

^ Active Non-Federal Dentists. 

* Active M.D.’s. 

* Dental Hygienists, Assistants, and Laboratory Personnel. 

* Active Professional Nurses. 

' Practical Nurses, Aides, Orderlies, suid Attendants. 

* Radiologic Technologists and Clinical Laboratory Personnel. 

Note: See Appendix I, Table 1 for details and sources. 
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Billions of 
constant 
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(1950 base) 




Hospital Services 



Physician-Directed 

Services 



Dentist-Directed 

Services 



Figure 4— Trends in the Production of Health Services " 

‘ Expenditure Bgures are for ead. of the three types of health services, 

1950 lie) by an index of price and fee changes for that particular service. The Bgures 
thus provide estimates of the real change in output over time. 

Note: See Appendix I, Table 2 for details and sources. 






12 REPORT OF THE HEALTH MANPOWER COMMISSION 

Percent 

IncraaM 




Figure 5. — Percentage Increases From 1955-1965 in Population and 

Health Services 

Note: See Appendix I, Table 2 for details and sources. 
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SUPPLY OF PHYSICIANS 

The-^health sector has demonstrated during the past decade its ability^ to 
respond to increased demand. While the supply of physicians and dentists 
has not responded rapidly to increased demands for health care, the supply 
of nurses and auxiliary personnel has expanded remarkably. Furthermore, 
the lead time for the training of health personnel— with the exceptions o 
physicians, dentists, and nurses— is relatively short; thus a rapid response to 
rising demands is possible. The serious policy questions therefore relate to 
the adequacy of the future supply of physicians, dentists, and nurses. Each 
of these professions is discussed in turn below.’ 



B. Supply of Physicians 

1. Physician Shortage 

The Commission believes that there is currently a shortage of physicians 
and that this shortage will worsen in relation to growing demand, desprte 
the expected increase in the supply of physicians in the years ahead. To 
understand why this shortage exists, it is essential to distinguish between 
the services provided directly by physicians to patients and the services pro- 
vided to patients under the direction of physicians. Because physicians have 
rapidly increased their use of auxiliary personnel, diagnostic equipment, 
laboratory facilities, etc., services provided under the direction of physicians 
have increased far more rapidly than has the number of physicians. If the 
“productivity” trends of the last decade continue, the output of medical 
services per physician will increase by 50 percent between 1965 and 1975. 

Even under the most pessimistic assumptions, the growth in the supply 
of physicians is expected to keep pace with population between now and 
1975. Given the expected increase in output per physician, there will be at 
least a 50 percent increase in the per capita supply of physician-directed 
medical services. Moreover, hospital services, which complement and some- 
times substitute for those of the physician, will also increase more rapidly 

than population. 

On the other hand, for that component of medical care which can be sup- 
plied only by the physician— direct consultation between patient and physi- 
cian-growing shortages are apparent. A particularly serious aspect of this 
shortage is the difficulty of gaining entry into the medical care system. The 

’A detailed analysis of demand and supply relationships in 1975 for these cate- 
gories of personnel, is given in Appendix V, Volume II, “Health Manpower in 1975- 
Demand, Supply, and Price.” That Appendix provides the supporting material for the 

discussion in the remainder of this section. 
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definitive evaluation of an illness should be made at the highest level of 
competence with the least possible delay. Once he is undergoing diagnosis or 
treatment, the patient is accustomed to having various tests and procedures 
carried out by non-physicians. But for the initial judgment, he expects and 
requires the personal attention of a physician. Delay in diagnosis and treat- 
ment is at the least frustrating and at times dangerous. The qualitative im- 
provements in care which may be indirectly responsible for the delays are 
neither apparent to nor appreciated by a patient unable to see a physician. 

A number of factors appear to account for the seemingly contradictory 
trends of increasing medical services and decreasing availability of direct 
physician contact. These factors arise, fundamentally, from the continuing 
rapid increase in medical knowledge which has greatly enhanced the physi- 
cian*s ability to control illness, but which has altered his method of practice 
in ways that lessen his availability to individual patients. 

Specialization. The most extensive change in medical practice has been the 
trend toward specialization, an inevitable consequence of the rapid increase 
of medical knowledge. Less than 2 percent of today’s medical graduates go 
into general practice, and the role of family physician is increasingly taken by 
internists and pediatricians. Specialization has decreased the numbers of 
physicians available to provide care for the entire faimly and has resulted 
in a reduction in the number of persons seen per physician. Surveys of the 
National Center for Health Statistics show that between 1959 and 1964 the 
total number of visits to physicians increased by only 4 percent, while the 
number of physicians in practice increased by 8 percent However, the large 
increase in services provided under the direction of physicians (81 percent 
between 1955 and 1965, as mentioned earlier) indicates that the amount of 
care provided per visit expanded far more rapidly than the number of visits. 

Managerial^ clerical, and other nonmediccd responsibilities. AVhile the use 
of auxiliary jjersonnel permits extension of the physician’s ability to provide 
care, it also requires that he spend an increasing amount of time in super- 
visory duties, thereby reducing the time spent in direct patient contact. As 
the practice of medicine continues to grow in complexity, the physician’s 
managerial responsibilities will also continue to increase, further curtailing 
his time available to patients. Increased complexity also characterizes the 
methods of payment for medical care. As a consequence, the physician has 
to spend larger amounts of time fulfilling administrative requirements of 
government, insurance carriers, and legal responsibilities. 

Hospital services by physicians. The growing importance of the hospital 
as a place for providing medical care has necessitated an increase in the 
nimiber of hospital-based physicians and in the amount of time spent by 
private practitioners in the hospital. Although many of the hospital-based 
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physicians provide ambulatory care in the hospital outpatient depytment 
or emergency room, the overall result has been to decrease the availability 
of physicians at what has customarily been the first point of call the 

physician’s office. 

We believe that the factors discussed above account in large part for 
the increasing difficulty in obtaining convenient and timely access to the 
personal services of physicians. This difficulty has worsened in spite of a 
5 percent greater increase in the number of physicians than in population 
between 1955 and 1965. For the decade ending in 1975, population is ex- 
pected to increase by 13 percent and the supply of physicians by 17 or 18 
percent. This slight relative increase in the supply of physicians cannot 
outweigh the forces acting to decrease access to them. 



2. Additional Needs for Physicians 

While the need to increase the number of physicians above presently 
planned levels is clear, the extent of the increase required is uncertmn. 
The answer will depend, in part, upon how successful we are in improving 
the medical care system in ways that will conserve the physician s valuable 
time. It will also depend upon whether we undertake a number of highly 
desirable actions which will add further requirements for physicians beyond 

those already discussed. , 

Care for the disadvantaged. In order to provide adequate care for tne 

disadvantaged, a substantial increase in the numbers of physicians will be 
required. The reasons for the present inadequate care of these groups are 
complex, and the overall shortage of physicians is not the only limiting 
factor. Therefore, simply increasing the supply of physiaans will not 
significantly alleviate the existing problems. Nevertheless, if effective healffi 
programs for these groups are designed and implemented, there will be 
additional demand for physicians’ services. Some indication of the ^e of 
this demand can be gained from data collected by the National Health 
Survey.® They show that, if per capita expenditures for phyacians’ services 
of families with incomes under $4,000 (in 1962) should rise to those of 
families with incomes of $4,000-7,000, national expenditures on physi- 
cians’ services would increase by 8 percent. Since individuals in the low 
income group now receive a substantial amount of free care, the 8 per- 
cent figure is probably an overestimate. On the other hand, persons with 
low income frequently have more health problems ffian the rest of the 
population and therefore might require more physicians’ services than 

8 National Center for Health Statistics, Medical Care, Health Status, and Family 
Income, Scries 10, Number 9, May 1964. 
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are now received by middle income groups. On balance, an additional 
demand of 8 percent for care of the disadvantaged is probably a reasonable 
working figure. 

FuU-time hospital staffs. The increasing shift of medical care to the 
hospital has not only diminished the time available to practitioners for 
home visits and office practice; it has also led to an increase in the number 
of full-time physicians on hospital staffs. While the most acute need for 
full-time or part-time physicians has been to staff hospital emergency rooms 
or clinics — to which patients are turning more and more in lieu of private 
practitioners — the need extends also to the rest of the hospital, and applies 
particularly to die intern and resident staffs. Only 75 percent of the avail- 
able positions in approved intern and residency programs are now filled.® 
To fill all positions would require an additional 3,500 graduates each year. 

The shortage of interns and residents is undoubtedly exaggerated by the 
inefficient way in which they are used. Their low salaries have made them a 
very inexpiensive way of providing medical services in hospitals, and ex- 
cess demand by hospitals for such trainees will continue as long as their 
remain far below the costs of obtjumng equivalent services from 
practicing phyacians. 

Nevertheless, hospitals are increasingly using full-time chiefs of service 
and other staff physicians, as well as interns and residents, to improve the 
quality of the care they provide. As hospitals move to acquire more phya- 
cians, the number available to provide care outside of the hospital will be 
reduced. 

New demands from biomedicdl advances. Current e>q)enditures for bio- 
medical researdi exceed two billion dollars annually. The development of 
certain cures or preventives, such as immunizations for polio and measles, 
may reduce existing demands for phyacians. Moto frequently, however, 
wholly new modes of treatment (such as the artificial kidney, open heart 
surgery, and organ replacement) wijl add to demand. Furthermore, the 
frequency of disease is chan^g from acute illnesser), from which the pa- 
tient either died or quickly recovered, to chronic illnesses which requires 
protracted care. Perhaps the biggest potential demand will arise from 
medical advances that make possible the treatment of diseases which were 
formerly untreatable. An example is the care of mental illness. The effec- 
tiveness of present methods is so limited, and so much physician time is 
required, that greater numbers of psychiatrists would have little impact 
on the overall problem of mental illness. But if the introduction of psychoac- 
tive drugs is any indication of future trends, major advances in treatment can 

* Journal of the American Medical Association, Volume 198, No. 8, November 21, 
1966. 
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be expected. The result surely would be to require and attract more physi- 
cians than are necessary now, when most patients with mild psychiatric 
disorders receive no custodial care and often little or no treatment. 

Demands for educational opportunity. At present, there are more than 
two qualified applicants for each of the roughly 8,800 places in the entering 
classes of medical schools. Furthermore, the current increase in bachelor 
degrees indicates that by 1975 there will have to be spaces for 16,500 new 
medical students if the present inadequate ratio of medical school spaces 
to bachelor degrees is to be maintained. This figure is 50 percent above the 
projected 1975 capacities of medical schools. Education to the limit of an 
individual’s capabilities is, like the right to health care, becoming an estab- 
lished national policy. It is likely that medical schools will be under heavy 
pressure to respond to demands for educational opportunity as well as 
demands for medical care. 

Continuing education. There is need for a greatly expanded program of 
continuing education for health professionals. The reasons for this conclusion 
are discussed later in this Report. At this point, however, we should note 
that a successful program of continuing education will further dmunish the 
time that physicians have available to spend with patients. Continuing edu- 
cation for two weeks a year would be equivalent to a 4 percent reduction 
in the available time of physicians. If continuing education programs be- 
come widespread, they will provide an additional requirement for expan- 
sion in the output of medical schools. 

Foreign medical graduates. Almost 7,000 graduates of foreign medical 
schools enter the United States each year. Approximately 4,500 of these 
become interns or residents in hospitals whose training progiams are ap- 
proved by the American Medical Association. In these programs they r^eive 
tra in ing and also assume major responsibilities for patient care. There is evi- 
dence that many of the remaining 2,500 foreign medical graduates (FMG s) 
receive training and provide care under poorly supervised conditions in 
programs that have not been approved. Our permanent supply of phyacians 
is presently augmented at the rate of 1,400 a year by FMG’s who become 
fully licensed to enter practice, and by an unknown number who remain 
without licenses. Approximately 17 percent of new licentiates and 28 percent 
of interns and residents in approved training programs are FMG s. In total, 
there are currently more than 40,000 FMG’s in the United States, comprising 
14 percent of the active physicians in the country. 

Although most FMG’s come to this country ostensibly to obtain further 
training for the benefit of their countries of origin, they are given major 
responsibilities for patient care while they are here. Many of those who are 



“ Schools outside the United States or Canada. 
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riven such responsibilities do not meet the minimum standards of profes- 
sional competence which are required of graduates of i^erican medical 
schools. Furthermore, much of the training that they receive prep^es them 
poorly for the problems that they will face when they return to their own, 
less developed countries. The panel of the Commission that studied forei^ 
medical graduates in detail documented the need for a now national ^licy 
regarding FMG’s. We share their view and reconmend that the United 
States should produce a sufficient number of physicians to meet its needs 
and, further, that it should assist other countries, particularly developing 
nations, to improve their systems of medical education and their levels of 

medical practice and public health. » u u • 

Implementation of such a national policy regarding FMG’s should m 
no sense bar immigration to the United States of anyone from a deyelopmg 
country just because he happens to be a physician. But if tlm Nation pr^ 
duces enough physicians to meet its projected needs, there will no longer be 
reason to accord FMG’s the immigration priorities which they now receive 
because they are in a category of critically short manpower. 

Such a policy will also create a need for physicians beyond that necess^ 
to replace the FMG’s who are now imported to care for United States citi- 
zens. Assisting developing nations wUl require the expansion of educational 
exchange programs with those countries as well as the provision of high 
quality graduate medical training for those FMG’s who come here to learn. 
Expanded exchange programs will require more American physicians wer- 
seas, which means that they will not be available for patient care and for 
teaching in this country. At the same time, the graduate training propams 
for FMG’s who come to the United States will have to be specially designed. 
They must either fit the trainees for medical practice when they return to 
their own countries or, for those planning to stay here permanently, they 
must qualify them to meet the standards of medical education and health 
care prevriling in the United States. Again, this will require the time of 
American physicians to provide the training and to supervise the trainees. 

Because these policies will result in a marked reduction in the supply 
of foreign medical graduates available to provide patient care in the United 
States, steps to implement them must be coordinated with actions to increase 
the output of American medical schools. As FMG’s are phased out over a 
number of years, an eventual expansion of 20 percent above present en- 
rollment in U.S. medical schools will be necessary to replace this specific 
source of manpower. 

In summary, changes in putlic policy, introduction of new programs, 
attempts to fill unmet health and educational needs, and predictable but 
undefined advances in research can all be expected to add substantially 
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to the future requirements for physicians. Although all of these events may 
not come to pass, the long lead-time required to bring about significant 
changes in the supply of physicians makes it prudent to assume that some of 
them will occur. If we take preliminary steps now to expand medical school 
capacity throughout the first half of the 1970’s, the full benefits of the ex- 
pansion program will not be realized until 1979 — more than a decade in 

the future. 

3. Increasing the Production of Physicians 

In order to reverse the trend toward the decreasing availability of the 
personal attention of physicians, and to anticipate additional needs that 
are likely to arise in the future, we make the following recommendations: 

The production of physicians should be increased beyond presently planned 
levels by a substantial expansion in the capacity of existing medical schools, 
and by continued development of new schools. 

Federal funds in support of capital or operating costs of education should 
be provided to a medical school in such a way that they create economic 
incentives for thf school to expand enrollment while improving its quality. 
Such incentives should be based on increases in the absolute numbers of 
medical students. 

At least initially, primary dependence must be placed upon expanding 
the capacity of existing medical schools. In contrast to the development of 
new schools, expansion can be accomplished quickly and economically. 
Many medical schools are now quite small, and the average graduating 
class is well under 100 students. Although faculties of medical schools often 
resist expansion because they believe it may lower the quality of education, 
a recent summary of available studies shows that class size is unrelated to 
academic aptitude of students, achievement on National Board Examina- 
tions, attrition rates, or ultimate career choices. We see few drawbacks to 
expansion, and great advantages in terms of saving time, reducing initial 
investment and overhead expense, and conserving teachers. New medical 
schools provide benefits to the community in which they are built above and 
beyond the education of new doctors. These benefits are important, and we 
urge continuation of legislative authority to assist in the constmction of new 
schools. However, legislation arising from the need for more physicians 
should give initial emphasis to the expansion of existing schools. 

” Sanazaro, P. J., “Class Size in Medical Schools”, The Journal of Medical Educa- 
tion, Volume 41, No. 1 1, Part 1 , November 1966. 
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We have not reached a firm conclusion on the precise amount by which 
physician production should be increased. We do, however, wish to make 
two comments: 

1. Although the need for more physicians is urgent, the costs and dangers 
of crash effort to increase production appear to outweigh the benefits. 
Graduates of U.S. medical schools only increased from 7,000 in 1955 to 
7,400 in 1965, but they are expected to exceed 10,000 by 1975. The 
numbers of physicians are such that very substantial increases in the 
annual production of physicians (c.g., 8,000 or 100 percent increase) will 
affect the total number (280,000) only slowly. In the short run at least, the 
dominant constraint will be the capacity of medical schools to expand 
without lowering the quality of their educational programs or incurring 
imreasonably high costs. Therefore, plans for increasing production should 
be drawn up in close cooperation with the leadership of medical schools 
and their affiliated institutions. Although currently planned expansion 
will not be sufficient to meet the anticipated needs, the setting of new goals 
should be tempered by the realization that medical schools* enrollments are 
already increasing at the fastest rate in decades. 

2. Curriculum review aimed at reducing both the length of formal 
medical education and the length of specialty training should be con- 
sidered as an integral part of any expansion plan. By lessening the delay in 
earning power, such a revision would help to attract additional highly 
qualified individuals who would otherwise be unable to consider medicine 
as a career choice. More important, it would release substantial quantities 
of teaching and physical resources that could then be used to expand 
educational capacity. 

G. Supply of Dentists 

During the last decade, the supply of dentists and the output of services 
per dentist increased less rapidly than those of physicians. Nevertheless, the 
shortage of dentists does not appear to be comparable to that of physicians. 
Since dental health needs are frequently more susceptible to plarming and 
scheduling than are many medical needs, delays in reaching a dentist do not 
generate the same degree of public concern as obstacles to finding an avail- 
able physician. 

However, most persons in low income families still do not receive adequate 
dental care. But their failure to obtain dental care results more frequently 
from apathy, ignorance of dental hygiene, and financial barriers than from 
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actual unavailability of dental services. It also reflects the relatively low 
priority that many persons give to dental work, as well as the lack of cov- 
erage for dermal care under most health insurance plans. 

Many dental services, such as preventive measures, minor fillings, and 
orthodontic care are considered luxuries rather than necessities. Conse- 
quently, the use of dental services is far more dependent upon price and in- 
come changes than is the use of medical services. The differences in attitudes 
toward dental and medical care are evident in results of the National Health 
Survey. Average expenditures per person for all medical services range from 
$93 in families with incomes under $2,000 to $160 in families with incomes 
in excess of $7,000. Although this may seem like a large variation, it is less 
than that for dental services, where the yearly per person expenditures range 
from $9 to $29 as family income goes from under $2,000 to over $7,000.^' 

In short, significant discrepancies between supply and demand for dental 
services do not appear to have developed. Because of the sensitivity of demand 
to income, however, a rapid rise in personal income during the next decade 
may increase demand well beyond supply. 

Our calculations, based on the experience of the last decade, indicate that 
the demand for dental services (in current dollars) will increase between 
100 percent and 125 percent in the period 1965-1975.^^ The supply of den- 
tists is expected to increase by only 16 percent; however, as a result of a 
continued increase in the use of auxiliary personnel and further improve- 
ments in dental technology, the total productivity of dentists will increase 
much more — ^perhaps by as much as 50 percent. Such an increase would, 
however, still fall short of the expected increase in demand. 

In order to meet the growth in demand, the number of dentists needs to 
be increased above planned levels. We therefore recommend that in order 
to increase further the production of new dentists, schools and students of 
dentistry should be provided the same incentives as those recommended in 
this Report for schools and students of medicine. 

With respect to the mechanics of increasing the number of new dentists, 
each of the points made in the section on increasing the number of new 
physicians is generally applicable to dentistry. 

National Center for Health Statistics, Medical Care, Health Status, and Family 
Income, Series 10, Number 9, May 1964. Expenditure figures are for 1962 and have 
been adjusted for differences in age distribution in the various family-income cate- 
gories. See Table 3*and Table 6 of that publication. 

** Although fluoridation may reduce the incidence of cavities in children during the 
next decade, this is not expected to reduce significantly the overall demand for dental 
services. 
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D. Supply of Nurses 

About two-thirds of all active professional nurses are employed in hospitals 
and related institutions. Of this portion, approximately 85 percent work in 
short-term general hospitals. Thus, increased use of such hospitals will be a 
major factor in determining future demands for nurses. Ouf projections in- 
dicate that growth in the size of the population and changes in its age distri- 
bution, together with a continuation of the trend toward greater use of 
hospitals, will cause hospital patient days to rise by 38 percent in the 1965- 
75 period. Early indications are that the Medicare Program has brought 
an increase of 15—20 percent in the use of hospitals by persons over 65 years 
of age; if tliese indications prove to be correct, this program will add another 
4 percent to hospital use over the longer run — raising the total expected in- 
crease to 42 percent. 

If the ratio of professional nurses to patients is assumed to rise by 10 per- 
cent in the next decade, as it did in the last,*-* a 42 percent growth in hospital 
patient days should be accompanied by a 56 percent increase in hospital 
employment of professional nurses. If the same rate of increase applies to 
other health institutions, total institutional requirements for nurses will grow 
by approximately 210,000 between 1965 and 1975. Although demands from 
other sources are expected to grow less quickly, they may still be sufficient 
to generate demands for approximately 80,000 additional nurses. 

These projections indicate a rise in overall demand for nurses of approxi- 
mately 300,000, to a total of 900,000 by 1975. If recent trends in the pro- 
duction and attrition rates of nurses continue, the supply of active nurses 
will increase by about 200,000 to a total of 800,000 by 1975. It thus appears 
that the growth in demand during the period will exceed growth in supply 
by about 100,00 nurses, further exaggerating what is already considered by 
many to be a critical shortage. 

In contrast to the situation for physicians and dentists, the present and 
projected shortages of nurses do not reflect a shortage of training facilities 
or of nursing graduates. More places are available in nursing schools than 
there are candidates to fill them. Even more important, between 500,000 
and 600,000 qualified nurses are not active in the nursing profession, al- 
though almost 300,000 of them have kept their licenses and r^istrations 
valid. 



Sharp increases in nurses’ salaries within the past year (e.g.. 40 percent on the 
West Coast) may discourage hospitals from adding nurses as liberally as they have 
heretofore, and the nurse/patient ratio may not increase quite as fast. 

“ Physicians’ or dentists’ oHices, private duty, public health, industrial and occupa- 
tional health, nursing education, ambulatory clinics. 
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Given the large number of nonpracticing nurses, increasing the output 
of new nurses is not the best means of attacking the nurse “shortage”. The 
most important actions are those which will make nursing a more attractive 
profession and thus entice trained nurses back to duty, as well as lower the 
attrition rates of students and new graduates. Accordingly, we recommend 
that nursing should be made a more attractive profession by such measures 
as appropriate utilization of nursing skills, increased levels of professional 
responsibilities, improved salaries, more flexible hours for married women, 
and better retirement provisions. 



E. Education of Health Professionals 

The education of health professionals has importance beyond that of 
meeting the future manpower requirements outlined in the previous sections. 
Subsequent parts of our Report explore ways of improving the pro^sion of 
health services which require expanded and changed responsibilities for 
health professionals, and for the institutions which provide their training. 
The educational system must be able to keep abreast of scientific and socia 
changes, and also anticipate the new demands in the next quarter century 
for which training should begin now. 

We have concentrated our attention on physicians, dentists, and nurses. 
Our omission of ancillary health personnel does not indicate that we believe 
them to be unimportant. Quite the contrary. Our own analyses have shown 
that the great increases in productivity of health professionals have resulted 
mainly from increased use of ancillary personnel. In terrns of their education, 
however, we have not included them because this subject has been exten- 
sively analyzed this year by a task force of the Department of Health, Edu- 
cation, and Welfare, and by a Federal interdepartmental task force as i^ll. 
More important, a reallocation of Federal training funds has resulted m 
doubling the expected output of ancillary health personnel this year. The 
short lead-time for training these health workers permits rapid changes m 
output to meet expanding demand, in contrast to the long training period 
of health professionals, which requires many years. We stress, however, our 
conviction that ancillary health manpower will be indispensable m meeting 
the projected demands for health care, and we support the measures under- 
taken to increase their numbers. 

In the succeeding paragraphs, we make some observations about the edu- 
cation of physicians, dentists, and nurses. They are not intended to be a 
comprehensive blueprint for the education of health professionals, but they 
contain recommendations which may help society to receive the maximum 
benefit from these highly trained individuals. 
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1. Education of Physicians 

a. Funding Medical Education — Medical schools today are faced with 
demands to increase the output of physicians, to train increased numbers 
of specialists, to conduct programs of continuing education, to expand 
research, and to take on additional community services. Despite the large 
amounts of money which have been provided to many of them in recent 
years, medical schools are unable to play an enlarged role in teaching or to 
undertake the basic educational changes necessary to meet the demands 
of incre^d enrollment and curriculum reform, along with these other 
responsibilities. 

This ironic situation exists because of extended neglect of the educational 
function of these institutions at the same time that the research function 
has been generouslv funded, primarily by the Federal Government. This 
neglect, in turn, has resulted because the need for educational funds, and 
the increasing shortage of phyticians, have only recently been publicly 
recognized by profestional societies and the medical schools themselves. 
In the absence of any effective educational policy, and the financial support 
which implementation of such a policy could have made possible, the 
availability of funds for research has, by default, raised research within 
the university medical center so that it has become the primary function of 
the institution. 

The results of this change have been both good and bad. On the one 
hand, research funds have furthered the development of full-time faculties, 
with a resulting increase in the variety and richness of the teaching program. 
Research and training funds have also provided the primary source for 
obtaining new faculty. General research and training grants iiave encouraged 
the initiation of new areas of research such as physical biology, genetics, 
and the behavioral sciences. 

On the other hand, the failure to provide funds for education has taken 
away the prerogative of medical schools to mountain a balance between 
research and teaching. Most decisions regarding educational policy have 
been influenced strongly by considerations relating to research because of 
the availability of funds for this purpose. Furthermore, supporting the 
teaching function indirectly through support of research has greatly inflated 
and obscured the tme costs of education. In addition, the Federal Govern- 
ment’s practice of awarding research funds on a competitive basis has been 
disadvantageous to less affluent schools; they cannot afford the required 
cost-sharing of expensive research, and they are unable to attract researchers 
who have already obtained Federal support. 

In our view, the only appropriate solution is direct funding of the 
educational function itself. This would sharpen the focus on the educational 
process and permit, for the first time, a true accounting of the educational 
costs for physicians. Moreover, it would provide funds to stabilize the core 
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functions of the medical school and permit expansion of enrollment inde- 
pendent of the level of research. 

In an effort to restore the balance between educational and research 
functions and enable medical schools to achieve the flexibility and inde- 
pendence needed to modernize curriculum and to expand enrollment, we 
recommend that the Federal Government carefully explore ways to pro^ 
vide support directly for the educational function of medical schools. 

By appropriate funding we do not, however, mean a system of categorical 
grants which would be as restrictive for teaching as previous Federal monies 
have been for research. A better model would be the support which medical 
schools have received from state sources — support which has been provided 
to the institutions rather than to individual researchers, so that the educa- 
tional officers of the schools have had flexibility for using it where, in 
their judgment, the need was greatest. 

b. Financial Support for Medical Students — ^At the present time, tuition 
charges are set artifically low in order to reduce the financial barrier to medi- 
cal students, while the remainder of educational costs are obtained from 
research funds, state appropriations, endowment and private gifts, and 
income from services. Even these low tuition rates, when combined with 
the delay of earning power, make many qualified individuals financially 
unable to enter the medical profession. As a result, 45 percent of medical 
students come from families in the upper 10 percent of income groups. 
Existing Federal loan programs are not adequate to cover living expenses, 
and we are concerned that the debts which students frequently incur through 
loans they obtain at commercial rates may create a need and desire for 
financial return in the practicing years that may influence the physicians 
attitudes toward their social responsibilities. 

In order to eliminate financial barriers to medical students, we recom- 
mend that the Federal Government revise and expand present Health 
Professions Education Assistance Programs to make available to any medi- 
cal student loans to cover the full costs of tuition and living expenses during 
formal professional education.* 

*1 believe these recommendations are necessary until such time as free medical 
education becomes available in this country. — ^Mary Bunting 

I do not regard the idea of shifting the full cost of tuition to the student sub- 
jcct to subsequent repayment in cash or indentured service as a progressive step 
in public policy; in a covert way it negates the long-established policy of public 
responsibility for providing educational opportunity for all according to their talents 
without reference to their ability to pay. Further, I do not believe that this proposal 
can really be expected to draw into medicine more students from lower income 
brackets. — Charles E. Odegaard 

I wish to dissent from these recommendations. I believe the principle is not 
sound and that the recommendations are impractical, unnecessary, will not serve 
the purposes intended, and will be largely unacceptable to most students.- 
Dwight L. Wilbur 
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